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Normal anusThe purpose of this study was to review a 7-year operative experience of anterior perineal ﬁstulectomy in
repairing H-type rectovestibular ﬁstula with a normal anus in female children. From January 2007 to December
2013, 105 female children with H-type rectovestibular ﬁstula and a normal anus underwent anterior perineal
ﬁstulectomy in the Department of General Surgery, Beijing Children’s Hospital, Capital Medical University.
Clinical data were retrospectively analyzed. Patients’ age ranged from 6 months to 13 years 10 months, with
an average age 5 years 2 months. The clinical feature of this disease was a deﬁnite history of vestibular infection
at about 30 days after birth and leakage of gas or loose stool through vestibular ﬁstular oriﬁce after the infection
was controlled. All patients had a normal anus. Follow-up through telephone or outpatient visits from 6 months
to 7 years (median, 5.2 years), showed that all the patients were continent and had regular bowel movements.
Among the 105 patients, 97 (92.4%) gained primary healing with a satisfactory appearance; 8 (7.6%) patients
relapsed, amongwhich 5 healed after hip bathing treatmentwithin 3weeks, 2 required another anterior perineal
ﬁstulectomy 7 months later and were cured, and the last one had another anterior perineal ﬁstulectomy 1 year
10 months later but relapsed again, which healed after hip bathing treatment within 3 weeks after the second
surgery. Anterior perinealﬁstulectomy is a simple, safe and reliable surgicalmethod to treat H-type rectovestibular
ﬁstula with a normal anus.
© 2015 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).H-type rectovestibular ﬁstula with a normal anus is a common
anorectal disease in female children,which brings parents psychological
burden. Anterior perineal and transanal approaches are the most
common two types of surgeries, but the content of anterior perineal
ﬁstulectomy we introduce here has changed fundamentally, which
has become simpler, safer and more convenient. From January 2007 to
December 2013, 105 female childrenwith H-type rectovestibularﬁstula
with a normal anus underwent anterior perineal ﬁstulectomy in the
Department of General Surgery, Beijing Children’s Hospital, Capital
Medical University, and satisfactory results were achieved. We have
reviewed our 7-year operative experience and summarized the key
points of this procedure in this article.
1. Materials and methods
1.1. Clinical characteristics
The age of the 105 patients ranged from 6 months to 13 years
10 months, with an average age 5 years 2 months. Most patients (80/105,eral Surgery Department of Bei-
899; fax +86 01059616410.
This is an open access article under th76.2%) had a deﬁnite vestibular infection history at about 30 days after
birth, which was controlled after antiinfection therapy. Leakage of gas or
loose stool was found through vestibular ﬁstular oriﬁce after the infection
was controlled (Fig. 1). The exact etiology of the rest patients (25/105,
23.8%) was unclear because of their vague history of vestibular infection.
All patients had a normal anus.
1.2. Operation
1.2.1. Preoperative preparations
Saline enemas were given the night before and on the morning of
operation. Preschool children took liquid diet and school-age children
fasted for 1 day before operation, which could help the bowel prepara-
tion and delay postoperative defecation. Antibiotics were administered
intravenously 30 min before surgery to avoid surgical site infections.
1.2.2. Operative procedure
Under general anesthesia in the lithotomy position, pack sterile
bandage into the rectum to prevent stool contaminating the surgery
ﬁeld and interfering the surgery. 1/4–1/3 roll of the bandage soaked
with iodophor was usually used.
Key points of anterior perineal ﬁstulectomy are as follows: (1) Ex-
pose and locate the vestibular oriﬁce. If the oriﬁce was too small toe CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Fig. 1. The probe shows the rectovestibular ﬁstula; anus is normal. Fig. 3. The ﬁstula was usually 8 mm long with clear boundary.
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blue ﬂuidwould ﬂow out of the vestibular oriﬁce. (2) Dissect the ﬁstula.
Apply 4 stay sutures around the vestibular oriﬁce, and dissect the ﬁstula
from vestibular oriﬁce to the anterior rectum wall with needle-tipped
electrotome under traction. The length of ﬁstula was usually 8 mm
with clear boundary (Figs. 2 and 3). If the diameter of the ﬁstula was
less than 3 mm, transﬁx and resect the ﬁstula close to the anterior rec-
tum wall, but if more than 3 mmwith wide base, it would be better to
resect the ﬁstula and then repair the rectal wall with 5-0 absorbable
single-layer extramucosal interrupted or continuous suture. (3) Suture
the pubococcygeal muscle at both sides and close the incision in layers
to avoid any dead space (Fig. 4).
1.2.3. Postoperative management
The children were kept without oral intake for 2–3 days, and re-
ceived antibiotics intravenously for 3–5 days. The perineum was kept
clean by frequent local cleansing and 15–20min of infrared lamp irradi-
ation therapy 3 times a day to maintain dryness.
2. Results
Clinical data are showed in Table 1.
Follow-up through telephone contact or outpatient visits from
6 months to 7 years (median, 5.2 years), showed that all the patients
were continent and had regular bowel movement.
Among the 105 patients, 97 (92.4%) gained primary healing with
satisfactory perineal appearance. Eight (7.6%) patients developed a
local infection and ﬁstula recurrence 5–7 days after operation, and
were given oral antibioticswith 3% boric acid sitz baths. After outpatient
follow-ups 5 patients healed within 3 weeks after operation; 2 required
another anterior perineal ﬁstulectomy 7 months after operation and
were cured; the last one had another anterior perineal ﬁstulectomy
1 year 10 months later but recurred again, but, healed after hip bathing
treatment within 3 weeks after the second surgery.Fig. 2. Apply 4 stay sutures around the vestibular oriﬁce, and dissect the ﬁstula.3. Discussion
H-type rectovestibular ﬁstula with a normal anus is a common
anorectal disease in female children. Thus far no exact incidence of
this condition has been reported, but generally it is more common in
Asian countries than in western countries [1–3]. Most investigators
agree that the operative procedure is best accomplished through
an anterior perineal or transanal approach [3,4] despite the etiological
controversy on whether it is a congenital or acquired ﬁstula. This condi-
tion does not interfere with development and growth, and daily life
inconvenience is also rare. Therefore the main reason for surgery is
often psychological, which leads to high expectations from patients
and parents for the surgery [5].
This disorder can be clearly diagnosed according to the history of
perineal infection during infancy and the typical leakage of gas or
loose stool through vestibular ﬁstular oriﬁce in the presence of a normal
anus, usually obviating the need for auxiliary examination [1,2,6].
The vestibular oriﬁce (external oriﬁce) usually is located in the
fossae navicularis, or slightly to the left (48/105), but rarely to the
right (18/105). The anal oriﬁce (internal oriﬁce) is always located in
anal crypts in the anterior midline above the dental line (105/105).
The reason for the location of the vestibular oriﬁce is unclear; but we
think it may be relative to the direction in which parents wipe the
anus after defecation [1].
The anterior perineal and transanal approaches are the two most
commonly employed for this condition [7–11]. However, no matter
which approach is used, ﬁstulotomy or seton therapy must never be
considered, because they can cause severe a rectovestibular disruption
defect [5] (Fig. 5). Attention is required on three key points during the
surgery: (1) Identify the vestibular oriﬁce. Occasionally a tracer is need-
ed when the vestibular oriﬁce is too small to identify. One common
practice is to inject 10 ml methylene blue solution into the rectum,
and blue liquid would ﬂow out of the vestibular oriﬁce. (2) Dissect theFig. 4. Suture the pubococcygeal muscle at both sides and close the incision layer by layer
leaving no dead space.
Table 1
Clinical characteristics of 105 female children with H-type rectovestibular ﬁstula with a
normal anus.
n = 105 %
Vestibular infection history
Deﬁnite history 80 76.2
Vague history 25 23.8
Vestibular oriﬁce
Left side 48 45.7
In the middle 39 37.1
Right side 18 17.1
Rectal oriﬁce
Above the dental line 105 100
Below the dental line 0 0
Left side 0 0
In the middle 105 100
Right side 0 0
Fistular diameter (mm)
1–3 59 56.2
4–6 39 37.1
N6 7 6.7
Fistular length (mm)
1–5 24 22.9
6–10 66 62.9
N10 15 14.3
Operation age (years)
b1 2 1.9
1–2 12 11.4
2–4 34 32.4
4–6 25 23.8
N6 32 30.5
1427Z. Wang et al. / Journal of Pediatric Surgery 50 (2015) 1425–1428ﬁstula. The ﬁstula is usually 8 mm long with a clear boundary. It is not
hard to dissect if a needle-tipped electrotome is used. The pink-white
rectum wall can be clearly distinguished. When the dissection gets
close to the anterior rectal wall, explore the inner oriﬁce and the ﬁstula
with a mosquito clamp through anus to estimate the dissection level.
When the oriﬁce is too big, the internal and external oriﬁces can almost
overlap, and no exact tubular structure can be found but rather a round
defect. In such situations, it is still necessary to resect the tissue (epithe-
lial) between the internal and external oriﬁces to achieve satisfactory
repair. (3) Manage the rectal wall. If the diameter of the ﬁstula is less
than 3 mm, transﬁx and resect the ﬁstula close to the rectal wall, but if
the ﬁstula has a wide base which is more than 3mm, it would be betterFig. 5. H-type rectovestibular ﬁstula with a normal anus treated with seton therapy; the
perineum is disrupted.to resect the ﬁstula and then repair the rectal wall with extramucosal
interrupted or continuous suture, because ligation or transﬁxion can
leave folds at ﬁstular base with tension. As the submucosal layer of the
bowel is the strongest layer, leaving the mucosal layer open, and just
suturing the extramucosal layers, can achieve anatomic anastomosis
without inverting or everting, which leads to better healing [12].
In the early years we chose to use an anterior perineal H approach
(to dissect the rectovaginal septum) to achieve tension-free internal
oriﬁce closure (from 1990 to 2000, 156 cases, 10/156 relapse; article
published in Chinese literature [13]), which caused signiﬁcant tissue
damage. Although the surgical result was reliable, once it failed it
would be hard to reoperate because of the focal heavy scar tissue;more-
over, it might leave an abnormal perineal appearance. With more and
more clinical application of needle-tipped electrotome nowadays
we no longer dissect the rectovaginal septum but simply dissect the
ﬁstula from the vestibular oriﬁce to the anal oriﬁce during the anterior
perineal approach surgery. Compared with the H surgery [13], this
surgery can reach the same results with less dissection and damage. In
addition there is less damage to the dental line which is important for
defecation function.
Compared with the transanal approach [7], which is an intrarectal
operation within a small space, the anterior perineal approach can pro-
vide a better vision, and it is easier to expose and operate [1]. In addition,
this surgery would not cause sphincter injury as the transanal approach
may be because of anal overtraction. The biggest advantage of transanal
approach is no perineal incision,which can preserve the normal appear-
ance and intactness of perineum to the utmost [10].
In this study, the result of anterior perineal approach is reliable
with a healing rate of 92.4%. Even if relapse occurs, there is a great
chance (5/8 in our series) for secondary healing to occur after sitz
bath and antibiotic therapy, because the whole ﬁstula is resected.
However, if the relapsed ﬁstula does not heal, reoperation is needed,
and anterior perineal approach is still the best option. The interval
between the two surgeries should be more than 6 months.
The optimal timing for anterior perineal ﬁstulectomy is about 3–5
years old [7]. At this age the perineum has developed to some extent,
which provides good condition for dissection, and the joints of lower
extremities are still ﬂexible, which provides favorable condition for
hip ﬂexion and postoperative perineum cleansing.4. Conclusions
Compared with H surgery and the transanal approach, in girls
with a rectovestibular ﬁstula and a normal anus, anterior perineal
ﬁstulectomy is less invasive, better visualized, and easier to perform,
with reliable results.References
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